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CAP/ MR-DD Update

Submitting Community Support requests to ValueQrystion the web via ProviderConnect is the mostbigianethod of

submission. Submitting a request on ProviderCanmeluces the request turn around time by one dodiays. Providers

acquire an immediate confirmation of the requebtEgsion that can be printed for their records.niaf the largest
providers in the state routinely use ProviderCotméth success. Yet, since announcing the avditgoif
ProviderConnect in the April 7, 2008 Implementatidpdate #42, only 10% of Community Support requastsbeing
submitted via ProviderConnect. Please em&DProviderRelations@Valueoptions.cand sign up today for

ProviderConnect training to improve your requeshaggement.

ValueOptions Customer Service

For faster service providers may wish to call V&p&ons customer service on a Thursday or Fridagnadall volumes
are 30% less than other days of the week. Or an more efficient option is to submit questionsusely on-line via
ProviderConnect for no hold time, 24/7 access,andlitten reply from ValueOptions; providers cae tise online
customer service function of ProviderConnect evéing service request was not submitted onlineaddition,
guestions can be submitted to customer servicBnasiderConnect for all levels of care.



SEY 2008-09 Division of Medical Assistance Deferral of Remaining Rate I ncreases and Rate Reduction for Targeted
Case M anagement

On October Y, the Division of Medical Assistance issued a mehat addressed deferral of rate increases ane a rat
reduction for Targeted Case Management. As atrebtiie current forecast of declining revenue, Bindsion of Medical
Assistance (DMA) is required to implement all measuwithin its control to achieve fiscal responigipi With such
direction, it is necessary to defer any rate ineeegllowed by SL 2008-107(HB 2436) that have nenienplemented. In
addition, the rate of reimbursement for TargetedeQdanagement (H1017 HI) will be reduced:

» Deferral of theremaining inflationary adjustments allowed by SL 2008-107 (HB 2436):
This deferral of inflationary adjustment is for ploviders except those exempted in the ConferBamrt,
Section G, item 65. DMA will continue implementitfte nursing home rebasing that occurred Octob2003;
however, the inflationary component will be incldda this deferment. This deferral affects thosavjalers
having rate adjustments with an effective date ctb®er ' and after, as well as any providers with a prior
effective date but for which their new rates hawebeen activated in the payment system.

Providers whose inflationary increases were loadexthe EDS payment system prior to an Octobeeffsttive
date will receive the rate increase.

The providers impacted by this inflationary defeeme: hospitals, nursing homes, ICF-MRs non-stateed,
physicians, dental, optical, chiropractors, podstdr local management entities, lab & xray, ambecea hearing
aid, personal care — community and adult care hpaleSAP programs, practitioners — non physiclagh risk
intervention, hospice and ambulatory surgical asnte

The deferred adjustment is projected through Ju28Q9, at which time, state funding availabilitil e re-
evaluated.

» Adjustment to the Targeted Case Management rate currently paid to L ocal M anagement Agencies and
Children Developmental Service Agencies. Currently, DMA has a state plan amendment (S&Aenter for
Medicare and Medicaid Service (CMS) which is undamsideration. During our discussions with thedSChas
required a payment rate methodology which is ceesisvith their approval of a case management SPA i
another state. We have applied this methodologyutaurrent service and adjusted the rate in a@ecwe to their
rate methodology. Targeted Case Management, Cbad&7THI, will have its rate adjusted to meet CMS’s
approved methodology. The rate adjustment wikktiective January 1, 2009 and the new rate wibb4.59. If
any additional rate methodologies are required B\sCfurther rate modifications may occur.

We have received many questions and comments liagatek Targeted Case Management reduction. W& mu
emphasize that the rate reduction is based upoappiécation of the rate methodology required by &MNe will
continue to work with CMS regarding the rate ashaslthe workgroup convened to discuss the impfitteoreduction.

We regret that due to the current budgetary corscirat this is necessary. We appreciate your catipa and we will
continue to monitor the situation as the fiscalrygragresses and let you know of any changes.s@lg@ect any questions
you might have concerning this memo to Roger BarAssistant Director of Finance Management at 935-8190.

Submission of Attestation L ettersfor False Claim Act

Section 6023 of the Deficit Reduction Act (DRA)2105 requires providers receiving annual Medicagmpents of five
million or more to educate employees, contractams, agents about Federal and State fraud anddalises laws and the
whistleblower protections available under thoseslaw

Beginning September 2007 and annually thereaftgtAvill notify providers that they received a mininm of five
million dollars in Medicaid payments during thetléederal fiscal year and that they must submittidr of Attestation to
show that they are in compliance with the DRA. sTiminimum amount may have been paid to one Nortblida
Medicaid provider number or to multiple providemmlers associated with the same tax identificatiomlmer. Each
Medicaid provider who receives a natification msigin and submit the Letter of Attestation to ED$hwi 30 days of the
date of notification. Providers meeting the abmaeuirement received a letter from DMA dated Sepemni2, 2008.

Compliance with Section 6023 of the DRA is a canditof receiving Medicaid payments. Medicaid paptsewill be
denied for providers that do not submit a signetieref Attestation within 30 days of the date ofification. Denied
claims may be resubmitted by the provider once ®Rhidihas received the Letter of Attestation. Tdguirement for
submission of a signed Letter of Attestation fodé&l Fiscal Year 2007 has passed. There aredaevof mh/dd/sa
services who have not submitted their letters tefstdtion; thus claims will be denied. Once asjater number is



terminated no prior approval will be issued andtng prior approval will be terminated. No refrtee prior approval
will be granted when this occurs.

Please visit the False Claim Act web page for nioi@mation athttp://www.ncdhhs.gov/dma/fca/falseclaimsact.html
There you may access a searchable database foage®vider must attest for the year. For addaioquestions contact
EDS Provider Services at 1-800-668-6696 or 919-8838, option three.

2008 Community Support Medicaid Audits

The Accountability Team recently completed the 20068licaid service audit of Community Support Segsi¢both adult
and child). This audit included paid claim servitages from April 1, 2008 to July 31, 2008 and Wwased on a random
selection of all providers of Community Support\Begs. The number of providers included in theittadaled 171.
Providers were audited at eight sites across thie SPreliminary results from 164 of these prorsdspecific to the
delivery of services, indicate the main compliaizseies noted were:

* 65 of 164 providers (40 %) had issues associatduthe question relating to the service being @éeéd in
accordance with the service definition.

» 107 providers (65%) had issue with the questioateel to documentation needing to reflect treatrfearthe
duration of the service billed.

» 109 providers (65%) were unable to verify thatfataét qualification/training requirements necesgargrovide
the service.

From an overall, rather than provider specific pecsive, 164 providers representing 2,460 datesgifice audited.

« 175 (7%) of the dates audited were out of compéanith the question relating to the service beialijvéred in
accordance with the service definition.

* 409 (17%) of the dates audited were out of compé&anith the question related to documentation megtti
reflect treatment for the duration of the servidked.

* 621 (25%) of the dates audited were out of compéan regards to staff meeting qualification/trami
requirements necessary to provide the service efNoe staff member may have provided services wtipie
service dates).

Accreditation Update

Providers who enrolled with DMA between March 2008 and April 30, 2006, are now subject to the sddmenchmark
outlined in Session Law 2008-107 (House Bill 2438y provider that enrolled during this time pefithat does not have
an on-site accreditation review scheduled by tleeatiting agency as documented by a letter fromateeediting agency
will have their Medicaid enrollment and/or stateded contracts terminated. Within three monthddahewing actions

will occur:

1. The Local Management Entity (LME) will identify therovider(s) which did not meet the benchmark anghst a
Notice of Endorsement Action (NEA). The NEA wiBltablish the effective date of the withdrawal attichich
will be no later than three months from the datemvthe provider did not meet the six-month benchkmar

2. No new consumers may be admitted by the providenag

3. Providers must work with the LME to transfer theirencaseload served by the provider over a threatim
period, in increments of at least 33% per montleage note that the Records Management and Docatioent
Manual, which applies to Medicaid and state-fungiexvices, requires providers to copy and providibaéonew
provider on a timely basis relevant clinical antisemer-specific information to ensure continuitycafe. It is
the responsibility of the LME to identify other piders to serve the consumers impacted by the dicatien
action. The consumer has a choice of the providergified by the LME. Any provider utilized faransition
must be a provider who is in substantial complianith the rules and regulations of the Departmdiiealth and
Human Services (DHHS) and the MOA, including megtifi applicable accreditation benchmarks.

4. Providers are responsible for maintaining the clihand financial records of services providedtii@r duration of
the disposition period as specified in fReeords Retention and Disposition Schedule for State Agencies and Area
Facilities (APSM 10-3). This requirement applies to providers whether drthe provider agency remains in
business or is dissolved as a result of the witldraf endorsement. Furthermore, providers whostesement
is withdrawn shall inform the LME in writing of whe these records are stored.

5. The LME will make readily available to the publidist of providers that will be terminated as aulesf failure to
achieve satisfactory progress in gaining nationateditation and a list of providers available toide services
to consumers impacted by the pending termination.

6. The LME is required to monitor paid claims to ersoaseloads are transferred within the three momgframe.



During this transition period, the provider recatyiconsumers should ensure that a clinical revietheoassessment and
Person Centered Plan for each consumer is compleed.ME should work with the provider to transéarthorizations
for state-funded consumers and assist in coordigatith DHHS and ValueOptions to ensure a seantfassition.

These timeframes apply only to Accreditation Benaha? (Six Months). Subsequent benchmarks atered tmonths,
and the accreditation deadline. The actions tlilhbestaken by the LME and by providers failingrteeet the subsequent
benchmarks will be similar but modified to refl¢lse different timeframes outlined in statute favga benchmarks.

The six month bench mark is applicable to thoseigess who enrolled with DMA between March 20, 2G0®I April 30,
2006. However, the first accreditation benchmarfimed in Implementation Update #47 is now apgileao providers
who enrolled with DMA between May 1, 2006 and J8Ae2006. Thus, LMEs will also be monitoring thesevider
agencies for compliance with Benchmark 1 (Nine Nisht

Please note: A termination of a contract or Meddiemrollment as a result of failure to meet aovadl accreditation
benchmark is not appealable since these benchrasgksow the law in North Carolina.

CAP-MR/DD Update

DHHS is very pleased to announce the approvalefipports waiver and the Comprehensive waivethéYenters for
Medicaid and Medicare Services. DHHS receivectiffinotification of the approval of the waivers @ctober 27, 2008.
We are on schedule to implement the new waiveect¥e November 1, 2008 as planned. We'd likexjaress our
appreciation to everyone who has participated édiavelopment and the implementation of the newevai

The DMH/DD/SAS has provided multiple statewiderirags over the past month regarding the specifioganents and
operational details of the two new waivers (the®uis waiver and the Comprehensive waiver). Sopegational details
have been revised as we move closer to implementaMH/DD/SAS recognizes that such change crgaiéemntial
confusion; however, revisions have been necessaggure operational details accurately reflectritent and
components of the new waivers. The presentatipossed on the Division of Mental Health, Developiad Disabilities
and Substance Abuse Services websitemw.ncdhhs.gov/mhddsas/cap-mrdd/index.htm

The DMH/DD/SAS has conducted weekly phone callfilie Local Management Entities in an effort tovile current
and accurate information, to support their role segponsibility to provide information and to resgdo questions from
participants, families, providers and other intesdscommunity members. The DMH/DD/SAS will conénto have
regular communication with the LMESs to provide uggdbinformation for distribution to participantsnfilies and
providers.

The following information is the most current armtarate information available regarding the opersti details of the
two new waivers. The DHHS will use future Implensitn Updates to provide additional information.

Home Supports

Therecontinues to be confusion regarding the new Honpp8iis definition. Home Supports is a service thitltbe
delivered by biological parents, adoptive parestesp-parents, guardians of the person and othelyfamambers who live
in the natural home with the participant. Home [8ugs is a blended service that combines habaitagskill building and
maintenance) and personal care. Home Supportsecprovided by the biological parents, adoptivespts, step-parents,
guardians of the person and other family membeislive in the natural home with the participantheTservice will have
five levels of reimbursement, depending upon the nettle participant and will be paid at a daily rate

Participants whose biological parents, adoptivepiar, step-parents, guardians of the person aed family members
who live in the natural home with the participanti@lect to provide services may also receive sesvirom other
caregivers; the family does nleave to provide 100% of the service. On the sdayethe participant receives Home
Supports, they may also receive any of the follggarvices:

*  Supported Employment

» Day Supports

* Long Term Vocational Supports

* Adult Day Health

e Individualized Day Program (community componentHoime and Community Supports)
» Avariety of other habilitation services that ad delivered in the home.

Since the service will be paid at a daily rate)dgaal parents, adoptive parents, step-parentxdigns of the person and
other family members who live in the natural honithwthe participant, providing Home Supports anéhlj with the adult
participant will be responsible for providing afi the personal care and habilitation servicegptmicipant needs in the



home. A participant may receive Home Supports fteir biological parents, adoptive parents, stapepts, guardians of
the person and other family members who live inrthiral home with the participant, one day anéosiervices (Home
and Community Supports and/or Personal Care) frooth&r provider the next day. The appropriate doatlon of
services will be determined by the participant #redr biological parents, adoptive parents, stemis, guardians of the
person and other family members who live in theirsthome with the participant working with thease manager in
developing the Person Centered Plan/Plan of Caraddition, the participant may also receive respervices in order to
provide the biological parents, adoptive parertp-parents, guardians of the person and othehfan@mbers who live
in the natural home with the participant reliefrfr@aregiver duties.

Family members who do not live in the same homa thie participant will continue to be able to detiany service for
which they meet the staff qualifications. Familgmbers who do not live in the home with the pastiait will not be able
to deliver Home Supports.

Special Notice Regarding Transition to Home Supports

As DHHS has moved towards implementation of the @&#-MR/DD waivers we are pleased to hear that many
participants and families are satisfied with thevidome Supports definition; although, we have reegifeedback from
some family members indicating that Home Suppaotsd't provide the needed flexibility for their ffyomember. Some
families have indicated that Home Supports doestotv participants to receive services from pasemtd family
members in a manner that support the flexibilitgded to continue to provide care for participantthie family home. In
an effort to allow and support participants andifesto make the transition to the new Home Sufspdefinition, DHHS
has decided to allow those participants and fagilieho are experiencing difficulties with the tritios to Home Supports,
the opportunity to continue to receive/provide &®¥ as indicated in the authorized Plan of Caedffiect prior to October
31, 2008, for up to 60 days or until January 1,20This additional time for transition will allo®@HHS time to consider
the feedback and implications of the components®@Home Supports definition and determine if trenesolutions to
support flexibility while maintaining the financiaitegrity of the Home Supports definition and faderal requirements of
the waivers.

Any participant/family who isNOT experiencing difficulties with the transition tamkhe Supports and chooses to may
move forward with the transition based on the appdoPlan of Care or Revision completed to be impletexd November
1, 2008.

In the case of participants who choose to contioueceive/provide services as indicated in thé@nzed Plan of Care in
effectprior to 10-31-08 (prior to the transition to Home Supports), and a Plan of Care Revision to add Home Supposts ha
been submitted or approved by Value Opti@BJan of Care Revision will need to be completereflect this change
effective November 1, 2008 through January 1, 2009.

Home Support, Level V

DHHS has made a decision to provide an additianadllof support to the Home Support definition.eTHome Supports
definition now has five levels: Level |, Level Llevel 1lI, Level IV and Level V. The Level V istended to support
participants who require in excess of 12 % hourdpg of direct service. Direct service is consitdkePersonal Care
services, Home and Community Supports or a combimaf both Personal Care and Home and Communipp&uis
services.

In an effort to ensure all participants currendigeiving 12 %2 hours of direct service continueciteive this level of
service, the DHHS is working with the LMEs to sexparticipant specific information from case mamaget agencies.
This information will be provided to ValueOptionstiwvspecific participant information.

Utilization Guidelines
The Utilization Guidelines document is being revised to concur with the recbanges as outlined in this Implementation
Update.

A Minimum of One Service Required Each Month

Participants must receive at least one direct servaich month to be maintained on the CAP-MR/DDrevai Direct
service doesot include case management, equipment or supplie®?-KR/DD eligible participants are determined to
require ICF-MR Level of Care. This level of canelicates that a participant requires intensiveisesvand supports to
remain in the community. Case managers and Loealdgement Entities are required to monitor adherémthis
requirement.

Habilitation M aximums
e Adults may receive up to 12 hours of habilitati@r day. This includes the habilitation portion afrihie Supports
and Residential Supports.



+ Habilitation for Children

On daysthat school isin session

o No CAP-MR/DD service may be utilized in school.

0 Any participant enrolled in public school or betweg 15 years of age can receive no more than sixshaf
habilitation a day when school is in operation,aading to the calendar published by the Local Etlana
Authority (LEA).

o Ifthe IEP indicates that the time the participarnn school is less than the standard school@egsich day,
only CAP/MR-DD non-habilitative services such asddaal Care Services or the Personal Care component
of Residential Supports may be used for the reneaintfithe school day session.

o Children may receive three hours of CAP-MR/DD hitdtive services and an additional three hours APC
MR/DD habilitative services may be approved, ifaclg justified.

o No CAP-MR/DD habilitation services may be utilizedring the time that school is typically in session

On daysthat school is not in session

o Children may receive nine hours of CAP-MR/DD hdhtlon during a non-school day. An additional ére
hours of CAP-MR/DD habilitationay be approved, if clearly justified

If a child is receiving between 9-12 hours of litdtive services per day the case manager shaulddrking with the
team to determine if the three hours (above thaliixvable hours) are justified in the Plan of Canel can address (make
any needed revisions) it at the next CNR timehéf ¢hild is receiving beyond the 12 hours of hidiilie serviceper day

a revision needs to be completed immediately toedse the hours to ensure compliance to the reqeire

Children who are home schooled follow the sameajinds as children who are in public school.

Transition Requirementsfor New and M odified CAP-MR/DD Services

This serves to provide additional information tpglement the information contained in Implementatitpdate #49,
regarding transition requirements and processesxisting providers to be eligible to provide treanservice definition,
Home Supports.

1. Existing providers of Residential Suppor@®R Home and Community Suppor3R Personal Care services, who

intend to provide Home Supports.

o0 The provider sends the sign€EAP-MR/DD Letter of Attestation, and the completed DMA Addendum
Application to DMA, Provider Services.

AND

o0 The provider sends the original signedP-MR/DD Letter of Attestation to the LME located in the
catchment area where the provider’s corporateeffidocated, and a copy to all LMEs with whom éhisra
signed MOA.

The LME located in the catchment area where theigeo's corporate office is located, is requirecctonplete a
monitoring review(using the Home Supports Endor sement Checksheet and I nstructions), of these providers withi0
days of the implementation of the waivers or providetieery of the service, to ensure compliance tordwirements of
the Home Supports definition.

2. Exigting providers of CAP-MR/DD services, other than Resi@iSupports, Home and Community Supports,
and Personal Care Services, who currently emplognps, family members and/or guardians who propiaie
support to their adult child CAP-MR/DD patrticipant.

0 The provider sends the sign€AP-MR/DD Letter of Attestation |1 (attached) and the completed DMA
Addendum Application to DMA, Provider Services.

AND

o0 The provider sends the original signedP-MR/DD Letter of Attestation Il to the LME located in the
catchment area where the provider’s corporateeffidocated, and a copy to all LMEs with whom éhisra
signed MOA.

The LME located in the catchment area where theigeo's corporate office is located, is requirecctmmplete a
monitoring review(using the Home Supports Endor sement Checksheet and Instructions) of these providers
within 30 days of the implementation of the waivers or providelieery of the service, to ensure compliance to
the requirements of the Home Supports definition.

3. Exigting providers, who intend to continue to provide, any of the miedifservice definitions (Adult Day Health,
Crisis Services, Day Supports, Home and Communipp8rts, Personal Care, Residential Supports, Respi
Supported Employment) are requitted



o Send the original signgdAP-MR/DD Letter of Attestation to the LME located in the catchment area where
the provider’s corporate office is located.

AND

0 Send a copy to all LMEs with whom there is a sigh&aA.

The LMEs are required to complete a monitoringeenof these providers withiB0 days of the implementation of the
waivers or provider delivery of the service, toumescompliance to the new requirements.

This information is also contained in the attacdedument titledTransition Requirementsfor New and Modified CAP-
MR/DD Services.

New providers of all CAP-MR/DD services are reqdite complete endorsement and enrollment per thel®Pblicy
and Procedures for Endorsement of Providers of Medicaid Reimbursable MH/DD/SA Services.

Staff Training/Qualifications

All the CAP-MR/DD service definitions contain spicistaff training/core competencies and staff digation
requirements. The core competencies are postétekddDMH/DD/SAS websitewww.ncdhhs.gov/mhddsas/cap-
mrdd/index.htm All staff providing CAP-MR/DD services are recgdl to have training specific to the core compédtnc
effective November 1, 2008 and prior to deliverysefvices. All staff are required to have Firsd And CPR
training/certification effective November 1, 200&dgprior to delivery of services. All staff areqréred to have a high
school diploma or GED. Existing staff have up &nonths to secure a high school diploma or GED;. #taff hired
November 1, 2008 forward, are required to havegh bthool diploma or GED at hire and prior to detivof services.

Staff Qualifications

The CAP-MR/DD service definitions contain the folimg requirement: “Paraprofessionals providing #@svice must be
supervised by a qualified professional. Supemisiust be provided according to supervision requéngts specified in
10A NCAC 27G.0204 and according to licensure ofifteation requirements of the appropriate discipli’ This means
that associate professionals may no longer sugepéasaprofessionals. Paraprofessionals and atspcaessionals must
be supervised by qualified professionals. This irequent is effective November 1, 2008.

Plan of Care Revisionsand Continued Need Reviews (CNRs) to Add New Services

Due to the time frame required for endorsementeamdliment for the new CAP-MR/DD services, case aggens
completing CNR s and revisions should ensure tietrhplementation date for the new services prajatht least 90 days
on the cost summary. This will allow providerggqdate time to secure endorsement and to enrdIDWA, provide a
smooth transition between services as well as ermuticipants do not lose services currently beimyided. If a
participant’s Plan of Care (POC) has already bebmitted to ValueOptions, with an authorizationuest for LTVS to be
effective November 1, 2008 we will develop a pracesamend the POC to allow continued access fipasted
employment to continue, as appropriate, duringttiaissition period.

New Manualsfor the Supports Waiver and the Compr ehensive Waiver
The Division of MH/DD/SAS and DMA are working to aidop the new manuals for the Supports waiver hed t
Comprehensive waiver. This information will beer$ed December 15, 2008.

Unless noted otherwise, please email any questaated to this Implementation UpdateGontactbMH@ncmail.net

ccC: Secretary Dempsey Benton
Dan Stewart
DMH/DD/SAS Executive Leadership Team
DMA Deputy and Assistant Directors
Christina Carter
Sharnese Ransome
Kaye Holder
Wayne Williams
Shawn Parker
Denise Harb
Tom Lawrence

Attachment



